Study-specific Information Extraction Form
This study-specific form was used to consolidate and code study variables from structured guardian telephone interviews, outpatient medical records, laboratory records, prescription history, and clinician-rated assessments. The interview instrument itself is provided separately in Additional file 3.
	ID
	________________
	Review date
	________________

	Child name
	________________
	Reviewer
	________________


A. Instructions for completion
Use this form to document and code variables derived from the structured guardian interview, outpatient chart review, laboratory records, prescription history, and clinician synthesis.
If information from different sources is inconsistent, follow the source priority stated in the rightmost column and document the discrepancy when relevant.
Additional file 3 contains the study-specific guardian interview instrument. Additional file 4 should be completed after the interview and chart review have both been reviewed.
CGI-S and CGI-I are clinician-rated variables and must not be assigned directly by guardians. [3,22,23]
B. Main extraction and coding table
	Domain
	Variable/item
	What to extract / record
	Coding for analysis
	Source priority / operational definition

	Core disease information
	Age at onset [1–3]
	Record the age (years) at first clearly documented tic onset.
	Table 1: Age at onset (continuous)
	Chart review first; use guardian interview only to clarify uncertain history.

	Core disease information
	Age at symptom peak [1–3]
	Record the age (years) at which tic symptoms were documented or described as most severe.
	Table 1: Age at symptom peak (continuous)
	Chart review first; if no peak period is documented, supplement with guardian interview and note this.

	Core disease information
	Tic type [1–3]
	Code the longitudinal tic phenotype as simple motor / simple vocal / mixed non-concurrent / mixed concurrent.
	Table 1: Tic type (4 categories)
	Use the overall disease course; chart review first, with interview used to clarify whether motor and vocal tics occurred during the same period.

	Core disease information
	Site of onset [1–3]
	Code the initial tic site as Face / Head-neck / Shoulder / Trunk / Limbs / Vocal/throat.
	Table 1: Site of onset (6 categories)
	Chart review first; if not explicitly documented, use guardian interview.

	Neuropsychiatric background
	Formally diagnosed comorbidities [1,2]
	Extract physician-documented diagnoses only: ADHD, OCD or prominent obsessive-compulsive symptoms, anxiety disorder, depressive disorder, sleep disorder, learning disorder, ASD, ODD / anger outbursts / impulse-control problems, and other diagnoses.
	Table 1: Comorbidity burden (0 / 1 / 2 / ≥3)
	Only formally documented diagnoses count toward burden; interview-reported symptoms without a diagnosis do not count. [1,2]

	Neuropsychiatric background
	Long-standing symptom clues [1,2]
	Record guardian-reported symptom clues such as inattention/hyperactivity, rituals or repeated checking, persistent anxiety, low mood, learning difficulty, or irritability/aggression.
	Supporting information only
	Do not count toward comorbidity burden unless later supported by a formal diagnosis.

	Neuropsychiatric background
	Family history [1,4]
	Record any history of tic disorders, ADHD, OCD, anxiety/depression, ASD/learning difficulties, or other neuropsychiatric disorders in first- or second-degree relatives.
	Table 1: Family history (yes/no)
	Guardian interview is the primary source; chart review is supplementary. Any relevant history in first- or second-degree relatives is coded as yes. [1,4]

	Early-life factors
	Perinatal factors [11–13]
	Extract or record any of the following: prenatal tobacco exposure, alcohol or other substance exposure during pregnancy, serious obstetric complications, severe infection/high fever during pregnancy, preterm birth, low birth weight, SGA, perinatal hypoxia/asphyxia/fetal distress, birth trauma, or neonatal special care.
	Table 1: Perinatal factors (yes/no)
	Outpatient chart review first; if unavailable, use guardian interview. Any adverse factor is coded as yes. [11–13]

	Family and psychosocial environment
	Poor family environment [4–7,10]
	Record negative family-function items reported in the guardian interview or documented in the chart: frequent family conflict, communication difficulties, insufficient emotional support, unstable household routines/rules, difficulty solving child-related problems together, or parental emotional instability affecting the home atmosphere.
	Table 1: Poor family environment (yes/no)
	Guardian interview is primary. Code as yes if ≥2 negative family-function items are present. Single-parent family structure alone does not qualify. [4–7,10]

	Family and psychosocial environment
	Poor parenting style [6,8–10]
	Record specific parenting features: 1.warm communication and clear rules; 2.high expectations with acceptable communication; 3.high criticism/harsh demands with little explanation; 4.frequent scolding/humiliation/physical punishment; 5.insufficient supervision; 6.overindulgence/weak boundaries
	Table 1: Poor parenting style (yes/no)
	Guardian interview is primary. Code as yes when the overall pattern is 3-6. [6,8–10]

	Family and psychosocial environment
	Psychosocial stress [1,14,15]
	Record major family life events during the past year and current ongoing sources of psychological stress (for example, school pressure, peer problems, family atmosphere, or conflict over electronic device management).
	Table 1: Psychosocial stress (yes/no)
	Guardian interview is primary; chart review may support if such events are documented. Code as yes if either major life events or ongoing clear stress is present. [1,14,15]

	Associated conditions and exposures
	Repeated respiratory infection [16–18]
	Record whether the child had repeated respiratory infections during the past year and note approximate frequency or healthcare visits if available.
	Table 1: Respiratory infection (yes/no)
	Guardian interview is primary; chart review may support recurrent visits. Code presence of repeated infection only; do not require evidence that tics worsened after infection. [16–18]

	Associated conditions and exposures
	Allergy history [18–20]
	Record any history of allergic rhinitis, asthma, eczema/atopic dermatitis, food allergy, or other allergic conditions.
	Table 1: Allergy history (yes/no)
	Use guardian interview and chart review together; code as yes if there is a documented or clearly reported allergic condition. [18–20]

	Associated conditions and exposures
	Screen time [18]
	Record average daily screen exposure as <30 min/day, 30–60 min/day, 1–2 h/day, 2–4 h/day, or >4 h/day.
	Table 1: Screen time (5 categories)
	Guardian interview is the primary source. [18]

	Laboratory data
	Vitamin D level [21]
	Record the 25(OH)D value and test date.
	Table 1: Vitamin D level (continuous)
	Laboratory system or chart review only. [21]

	Treatment history
	Medication history
	Extract drug name(s), dose(s), and duration(s) of treatment. Add rows or notes if multiple agents were used.
	Descriptive treatment background
	Prescription records / outpatient chart review first; guardian interview may supplement missing outside-hospital treatment history.

	Treatment history
	Medication adjustments
	Extract or record switching, augmentation, dose reduction, discontinuation, or other treatment changes, with brief reasons where available.
	Descriptive treatment background
	Chart review first; guardian interview may clarify actual use patterns and reasons for changes.

	Treatment history
	Current treatment status
	Record whether the child was still receiving medication treatment at follow-up.
	Descriptive follow-up information
	Guardian interview first; chart review may be used to verify prescriptions.

	Treatment history
	Medication adherence
	Record whether there was self-discontinuation, intermittent use, or poor adherence, and note the main reason if available.
	Descriptive follow-up information
	Guardian interview is primary because it better reflects real-world implementation; chart review may support if documented.

	Treatment history
	Recent clinician impression [22,23]
	Copy the key wording used in the most recent relevant outpatient note (for example: improved, still obvious, frequent tics, poor control, relapse, medication changed).
	Clinician rating reference
	Outpatient chart review only. Use as supporting evidence for clinician-rated CGI.


C. Clinician rating sheet
	Item
	Clinician entry
	Coding / anchors

	Current overall tic impression (past 1 week)
	_____________________________
	Free-text synthesis of tic frequency, visibility, complexity, and day-to-day impact.

	Current functional impairment
	□ None  □ Present; main domains: □ school  □ social  □ family interaction  □ emotion/self-esteem  □ daily activities
	Functional impairment supports CGI-S and CGI-I grading. [22,23]

	CGI-S [3,22,23]
	□ 1 Normal, not at all ill  □ 2 Borderline ill  □ 3 Mildly ill  □ 4 Moderately ill  □ 5 Markedly ill  □ 6 Severely ill  □ 7 Among the most extremely ill patients
	Rate current severity; guardians must not choose the category directly. [22,23]

	CGI-I [22,23]
	□ 1 Very much improved  □ 2 Much improved  □ 3 Minimally improved  □ 4 No change  □ 5 Minimally worse  □ 6 Much worse  □ 7 Very much worse
	Compare current status with the pretreatment / initial-visit baseline. [22,23]

	Primary CGI evidence
	_____________________________
	Record the key interview and chart evidence supporting the CGI decision.


D. CGI brief anchors (full 7-level version) [3,22,23]
	Scale
	Level
	Brief anchor

	CGI-S
	1
	No clinically evident tics during the past week; no functional impairment.

	CGI-S
	2
	Only occasional, very mild tics; minimal or no functional impact.

	CGI-S
	3
	Mild but definite tics; limited visibility and little functional impairment.

	CGI-S
	4
	Moderately frequent or noticeable tics; definite but not severe functional impact.

	CGI-S
	5
	Marked tic severity; clear impact on school, social, emotional, or family functioning.

	CGI-S
	6
	Severe, frequent, or complex tics; marked functional impairment.

	CGI-S
	7
	Among the most extremely ill; near-continuous or highly disabling tics.

	CGI-I
	1
	Very much improved from baseline; symptoms largely resolved and functioning clearly improved.

	CGI-I
	2
	Much improved; clear clinical improvement, although residual symptoms remain.

	CGI-I
	3
	Minimally improved; slight improvement, but symptoms or impairment remain evident.

	CGI-I
	4
	No overall change from baseline.

	CGI-I
	5
	Minimally worse than baseline.

	CGI-I
	6
	Much worse than baseline; clear worsening of symptoms or functioning.

	CGI-I
	7
	Very much worse than baseline; marked deterioration from baseline.


E. Relationship to Additional file 3
Additional file 3 contains the study-specific structured guardian telephone interview. Additional file 4 should be completed after the interview and chart review have been reviewed, and should be used to consolidate all study variables, apply final coding rules, and document clinician-rated CGI-S and CGI-I.
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